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See related article on page 907.c
doi:10.1016/j.jtcvs.2006.01.004n the “Brief Communications” section of this issue of The Journal there is a
report on hospital mortality after cardiac surgery in Brazil.1 An analysis of the
database of the Brazilian Universal Health System, which apparently covers
5.4% of the population and more than 80% of all cardiac operations, revealed that
rom 2000 to 2003, 115,021 patients underwent cardiac surgery with an overall
ospital mortality of 8%. The hospital mortality was 6.1% for congenital heart
urgery, 7% for coronary artery bypass, 8.9% for heart valve surgery, and 16.5% for
complex” operations (eg, thoracic aorta and combined procedures). Advancing
ge, female gender, and “complex” operations were variables associated with higher
ospital mortality. The investigators also found that hospitals with annual volumes
f less than 341 operations had higher mortality than those with more than 340
perations. They correctly suggested that cardiologists should be careful before
ecommending surgery to treat cardiovascular diseases using European and North
merican guidelines because the outcomes may be quite different in Brazil. They
lso indicated that the Brazilian Universal Health System already dictates a mini-
um volume and expected quality of care in hospitals in which cardiac surgery is
erformed. Finally, that government agency is developing a Brazilian Cardiac
urgery Registry, which will allow for more detailed analysis of clinical outcomes.
Hats off to the Brazilian Universal Health System! The mortality for cardiac
urgery in some of their hospitals was found to be high, and they are doing
omething about it. They should also monitor individual surgeon mortality rates
ecause hospital and surgeon mortality is often interdependent. In North America,
t has been shown that low-volume hospitals may have similar operative mortality
s high-volume hospitals when high-volume surgeons are responsible for coronary
rtery bypass operations in the low-volume hospitals.2 Thus, one may argue that
igh-volume surgeons may be more important than high-volume hospitals to reduce
perative mortality of coronary artery bypass. There is also evidence that this is true
or other cardiac operations in addition to coronary artery bypass.3
Monitoring clinical outcomes is difficult and expensive for any hospital, health
are payer, or country. Although operative mortality is a crucial end point in
easuring the quality of cardiac care, morbidity is also important and it has to be
ncluded in the assessment of quality. Operative mortality usually parallels operative
orbidity, and consequently, increased cost to the payer. The experience with
onitoring outcomes in cardiac surgery is quite extensive, and there are now several
seful quality indicators for congenital and coronary artery surgery. In Ontario,
here there is a universal health care insurance, cardiac surgery is highly regulated
nd performed only in hospitals approved by the Ministry of Health. All cardiac
nits have annual volumes of more than 500 operations, and most surgeons perform
ore than 200. Consequently, operative mortality for routine procedures such as
oronary artery bypass is very low, and other outcomes such as myocardial infarc-
ion, stroke, wound infections, blood transfusion, chest reopening, intensive care
eadmission, length of stay, and repeat interventions within the first year are now
eing introduced in the assessment of quality of health care.4 However, quality and
ppropriateness of care are more difficult to measure for operations for heart valve
isease, aortic root aneurysm, transverse arch and thoracic aortic aneurysms, acute
ortic dissection, active infective endocarditis, mechanical complications of myo-
ardial infarction, end-stage congestive heart failure, cardiac tumors, and others.
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LThe explosion in the number of coronary artery bypass
perations during the 1980s and 1990s stimulated the open-
ng of cardiac surgical units everywhere. However, the first
years of the new millennium showed a decline in the
umber of patients who required coronary artery bypass and
small increase in the number of patients who required
urgery for heart valve disease and end-stage heart failure.
hese changes are forcing surgeons to acquire new exper-
ises, and health care regulators to develop new methodol-
gy to assess clinical outcomes. The measurement of quality
n these areas is far more difficult than in coronary artery
urgery because the patients and their clinical presentation,
nd the pathology are more heterogeneous, and the numbers
f the various subsets of patients are much smaller.
These changes in the management of cardiovascular dis-
ases coupled with the public and government demands for
uality and appropriateness of care will make it increasingly
ore difficult for surgeons and hospitals to justify poor74 The Journal of Thoracic and Cardiovascular Surgery ● Aprized cardiac care will be inevitable, and that we, in turn, will
ave to work together in large units to develop the expertise
equired to look after patients with more complicated car-
iovascular problems and optimize the quality of their care.
atients may protest about traveling longer distances to
eceive specialized services, but they will stand to gain by
aving experts to look after their health.
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